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more widely available and offer further
therapeutic options for specialists if
patients do not tolerate other therapies.
Recent guidance from the BSR outlines
how PsA patients should be managed
on a step-by-step basis, although the
vast majority of this guidance pertains
primarily to secondary care.15

DISEASE MONITORING
In PsA there are no universally accepted
clinical scoring systems to assess
disease activity, although these are
under development. Patients with PsA
who attend for review should have a
global assessment of disease activity
which includes examining both skin and
joints, as well as looking for dactylitis,
enthesitis and nail dystrophy. Patients
should be asked to rate their pain score
from 0 (no pain) to 10 (severe). The
number of disease flares patients have
had in between appointments should
also be recorded to ensure tight disease
control and treatment to target. 

Routine blood tests, including full
blood count, renal function, liver
function tests and CRP, should be
undertaken at least every three months
if a patient is on disease modifying
treatment, and patients should be
monitored for any side effects. 

Specific PsA disease activity scores
have been developed in clinical trials.2
These include the PsA Disease Activity
Score (PASDAS) and the Composite
Disease Activity Index (CPDAI). These
measures are still being evaluated in
trials and are not yet used in routine
clinical practice. The Minimal Disease

Activity (MDA) score is another scoring
system that helps assess disease activity
in PsA patients. MDA is scored across
seven criteria, of which five need to be
fulfilled for disease to be considered
minimally active (see table 2, above). 

There is evidence to suggest that
patients who present with polyarticular
involvement, raised inflammatory
markers and radiological joint damage
at baseline are more at risk of rapid
progression.2 Recent data suggest that
severity of skin psoriasis is also
associated with higher prevalence of
joint disease.3 These factors should be
taken into consideration when following
up patients in primary care. 

COMORBIDITIES
PsA is associated with serious
comorbidities that all clinicians should
be aware of. There is an increased
prevalence of cardiovascular
comorbidities such as myocardial
infarction and stroke in PsA patients,12
thus they should be screened for risk
factors and appropriate preventive
treatment initiated as appropriate. 

Annual checks of height, weight,
blood pressure and lipids are
recommended in PsA patients. Studies
have also suggested an increased risk of
diabetes mellitus in PsA, partially
contributed by obesity and lifestyle
factors, therefore HbA

1c 
monitoring is

also of importance.13 Where appropriate,
it is important to counsel patients on
smoking cessation, minimising alcohol
intake (this is important for patients who
will usually be prescribed methotrexate
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If left untreated psoriatic arthritis (PsA) can result in 
progressive, irreversible joint damage causing chronic pain
and disability. It is a chronic, autoimmune inflammatory
condition that can affect up to 30% of patients with psoriasis.
PsA is a multisystem disease affecting other organs such 
as the eyes, gut and tendons. It is associated with multiple
comorbidities such as diabetes mellitus, cardiovascular
disease and metabolic syndrome. 

Early diagnosis is crucial as structural joint damage can 
occur within the first two years of disease onset. PsA
presentation is often clinically heterogeneous; symptoms
and signs may also overlap with other musculoskeletal
conditions such as osteoarthritis and rheumatoid arthritis
(RA). Early identification and referral of patients with a
clinical suspicion of PsA by GPs is key to ensure optimal
diagnosis and management. 

Symptoms in PsA patients have traditionally been
divided into six domains: peripheral arthritis, enthesitis,
dactylitis, axial disease, psoriasis and nail disease. Patients
do not need to have symptoms in all domains for diagnosis,
but examination of these six domains is important when
assessing patients, prior to making a rheumatology referral.
Although PsA can present as a symmetrical polyarthritis
similar to RA, it can also cause a monoarthritis or oligoarthritis.
Joint pain is often worse at rest and improves with activity.
Joint swelling is an important symptom and clinical sign.

If PsA is suspected in primary care, routine blood tests
should be requested to check for anaemia of chronic
disease and raised inflammatory markers. A normal CRP
does not exclude the diagnosis, but if present could predict
a more severe disease course. PsA patients are usually
negative for RF and CCP antibodies: the presence of these
autoantibodies may help distinguish between RA and PsA.

Plain radiographs of hands and feet should be
requested prior to referral, although classical changes do
not occur early in the disease. PsA has typical appearances
on X-ray which can aid diagnosis although normal X-rays
will be common and should not delay a referral. X-rays may
show peripheral joint erosions with fluffy margins along
the bones, periostitis, indicating new bone formation.
Typically, the distal interphalangeal joints are affected. 
If GPs suspect PsA, prompt referral is crucial. Patients
should be referred if they have persistent joint symptoms,
a positive screening questionnaire (PEST), joint swelling,
dactylitis or enthesitis, and/or inflammatory back pain. 

For those who present with mild symptoms of joint
inflammation and low disease activity, NSAIDs can be
used for symptom relief. First- and second-line treatment
of PsA is normally with conventional systemic DMARDs
(csDMARD). Methotrexate is typically used as a first-line
DMARD as it improves both skin and joints problems.
Patients who respond inadequately to csDMARDs are
often started in secondary care on biologic drugs. 

Table 2

The Minimal Disease Activity (MDA) score in psoriatic arthritis 

Criteria
Tender joint count (TJC)

Swollen joint count (SJC)

Psoriasis area and severity index/
or percentage of body surface area affected (BSA)

Patient pain visual analogue score (VAS)
measured in mm (range 0-100)

Patient global disease activity (PGA) VAS
measured in mm (range 0-100)

HAQ-disability index (HAQ-DI)

Tender entheseal points

MDA is scored across seven criteria, of which five need to be fulfilled for
disease to be considered minimally active

Score
≤ 1

≤ 1

≤ 1 / ≤ 3

≤ 15

≤ 20

≤ 0.5

≤1


